The patient is 63 years old, in fairly good health. There is moderate hypothyroidism, controlled by treatment. W.R. is negative and blood-count and urine normal. The skin shows the end-stage of generalized vitiligo, resulting in almost complete loss of pigment except for pigmentation of neck and face and irregular symmetrical pigmented areas in the axille and elbow flexures. There are multiple seborrhoeic warts on her back and abdomen, and a warty black nevus under the left breast since childhood. She has one daughter who has multiple pigmented nmvi. The patient states that nine years ago a red scaling spot developed in apparently normal skin near the left elbow and grew slowly by extension and confluence with adjoining satellite lesions.
On examination.-There is a psoriasiform red glistening scaling superficial plaque, 12 by 20 cm. in diameter, involving left elbow and adjoining parts of forearm. The area is enclosed by an irregular, smooth, firm, translucent, slightly raised border 2 to 3 mm. wide. In some parts of the lesion there are lighter patches and breaking up of borderline ( fig. 1 ). These Proceedings of the Royal Society of Medicine 30 changes have developed recently and suggest spontaneous involution. Yellowish infiltrate on diascopy. No enlargement of regional lymph glands, and no evidence of general metastases.
Biopsy from border oflesion.-Even at the fringe of the section some of the basal cells are replaced by larger cells with vesicular or hyperchromatic nuclei. These are frequently surrounded by clear spaces and have lost the connexion with neighbouring cells.
Towards the centre of the lesion these cells increase in numbers and form nests and groups in the epidermis, so that the latter is thickened. They replace the basal layer and partly the rete malpighii. They are polymorphic, round or polygonal, having 1 or occasionally 2 to 3 nuclei, sometimes prominent nucleoli and a light protoplasma. A few mitotic figures are to be seen. There are small groups of tumour cells in the upper part of the malpighian layer and also in the thickened stratum corneum; in the latter position they show karyorrhexis (see fig. 3 ). T'he remaining malpighian cells are normal; there are no transition forms between the rete cells and the tumour cells.
The epidermo-dermal junction is blurred, but there is no real downgrowth into the cutis and the main tumour is intra-epidermal. Massive infiltrate of lymphocytes and plasma cells in the cutis (fig. 2 ).
T(here is no evidenceof pigment either in the h4ematoxylin-eosin or the Fontana-stained sections.
The biopsy suggests that diagnosis is malgnant melanoma, in spite of the unusual clinical appearance and the benign course of the condition.
Amelanotic development of melanoma has been described by Unna [6] , Hutchinson [4] ,t i Dubreuilh [2] , Deehmann [11, Horwitz [3] , Miescher [5] . More recently Stout (7] reported a case of a Paget-like lesion of long duration in the popliteal area, the histology of which suggested pigmnent-free malignant melanoma.
Dubreuilh described in 1912 the condition of precancerous circumscribed melanosis. It shows the essential histological features of malignant melanoma; it may, however, remain stationary indefinitely or disappear spontaneously or it may turn into a metastasizing melanocarcinoma. Though the lesion is usually pigmented, Dubreuilh admits that it can develop without pigmentation. This present lesion, though of the histological structure of malignant melanoma, has developed slowly over a period of nine years. There are no glandular or general metastases. There is some degree of spontaneous involution. This benign course and the fact that the cutis has not been invaded would perhaps in analogy to Dubreuilh's cases justify the diagnosis of precancerous melanoma.
The patient is also suffering from generalized vitiligo. Possibly there is a connexion between the inability of the tissue to form melanin and the amelanosis of the tumour.
f am grateful to Dr. W. J. O'Donovan for allowing me to publish the case and to Dr. W. W. Woods for his kind help in the interpretation of the biopsy.
Dr. E. J. Moynahan: I think the history and the clinical and pathological appearances are consistent with intra-epidermal carcinoma.
Dr. Kindler: The histological appearance seems to be that of melanoma. This diagnosis has also been agreed upon by the panel of pathologists who have seen the sections.
Dr. Haber: I agree with Dr. Kindler. The epidermis shows hyperkeratosis and acanthosis. Within the epidermis there are nests of cells lying within lacunm. Many of those cells have dropped already into the cutis. In some places the epidermis is disorganized. Within the cutis there is lymphocytic infiltration. The section therefore shows characteristic segregation as described by Darier. Unna called it "Abtropfung". It is to be found in the birth of a nevus, junction nxevus, malignant lentigo and malignant melanoma. In my opinion this type of lesion will one day turn into a true malignant melanoma. History of present complaint.-In September 1948 he developed a number of itching bluish papules on the right leg a few inches above the ankle. A week or two later similar lesions appeared on the left leg. At the same time he noticed groups of shiny pinhead-sized papules over the hips, on the flexures of the elbows and the dorsa of the feet. There was transient itching from these spots at first. In December 1948 he noticed an annular lesion on the glans penis. Since then the original lesions on the legs have begun to fade leaving pigmentation. The smaller grouped lesions have spread, and are scattered extensively over the abdomen, the shaft of the penis and the scrotum. There are also groups in the axille and on the back of the left hand. No lesions have appeared on the tongue or buccal mucosa.
Biopsy, 17.5.49 (Dr. Haber).-Lesion on leg: The epidermis shows solid hyperkeratosis extending into the follicles and sweat pores. The rete malpighii is thinned and the stratum basale exhibits liquefaction necrosis which in one place leads to a typical cleft formation. The papillary body shows a characteristic "saw-tooth-like" pattern. There is a sharply defined infiltration which extends along the lower vessels. The infiltration which appears to be clearing consists of lymphocytes and a few chromatophores. Lichen planus atrophicus.
Lesion in groin.-The section represents a small papule occupying 6 to 7 papille. It is being formed by a sharply defined infiltrate which pushes up the epidermis to form the aforementioned lesion. The epidermis is of normal appearance but for liquefaction necrosis of the basal layer. It is due to an infiltrate which consists of lymphocytes and a few newly-formed vessels running perpendicularly to the surface. Lichen nitidus.
Comment.-I thought this case was of some interest because there has been a considerable controversy about the origin of lichen nitidus. A number of French dermatologists regard it as a tuberculide. In this country Dowling and others regard it as a variety of lichen planus. This case I believe to be one in which the two conditions have appeared simultaneously. A. C. G., aged 29 (metalworker). Since January 1949 the patient has been engaged in a variety of jobs in a galvanizing works. About two months ago he is said to have had pneumonia, and was away from work for five weeks. On returning to work he was employed solely in "pickling" metal in strong hydrochloric acid in preparation for galvanizing. For this work he wore rubber gloves
